To the Editor: We have read with interest the letter to the Editor in response to our article [1] reviewing the efficacy of having a plastic surgeon present at myelomeningocele (MMC) closures. We thank the author for their comments and we would like to make the following points.
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We have read with interest the letter to the Editor in response to our article [1] reviewing the efficacy of having a plastic surgeon present at myelomeningocele (MMC) closures. We thank the author for their comments and we would like to make the following points.
Firstly, we would like to clarify that a plastic surgeon was surgically involved in all closures, although a more complex flap was performed in only 7/31 (22.5%) cases. We believe having both neurosurgical and plastic surgeons present at all MMC closures allows decisions on the method of closure to be made intraoperatively, on an individual basis, instead of being prejudged prior to surgery. The additional expertise of having a plastic surgeon involved in all cases contributes both experience and knowledge of tissue handling techniques. For example, utilising the lumbar perforating dissection technique to preserve vascular supply to wound edges, in addition to being able to transition to a more complex closure if required.
Dr Onyia comments that B50% of the complicated cases occurred in patients in whom plastic surgeons were involved while the remaining 50% of complications occurred in the patients in whom plastic surgeons were not involved, with just about the same type of complications occurring in both complication subgroups^. The plastic surgeon was involved surgically in all closures and therefore this statement is incorrect. Our overall complication rate was 12.9% (4/31), which, as discussed in our paper, is in keeping with the current published literature. Two of these post-operative complications were cerebrospinal fluid (CSF) leaks, and it is difficult to attribute these to direct complications of wound closure.
Both patients responded immediately to ventriculoperitoneal (VP) shunting, indicating that their CSF leaks were driven by hydrocephalus. Our centre operates a Bwatch and wait^approach to VP shunt insertion in patients with MMC to allow these children a chance of not having a VP shunt.
We agree with the notion that increased surgical experience should lead to an acceleration in skill development and therefore produce optimal complication rates. High volumes of MMC closures, as in the African studies [2] [3] [4] , will undoubtedly lend itself to a quicker learning curve and therefore good results without necessarily involving a plastic surgeon. Nonetheless, it is difficult to compare our cohort with the African studies due to the vast differences in the patients, local expertise and the overall services provided.
We would like to thank both the letter author and the Journal Editor for the opportunity to be included in this discussion.
